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l. Message from the Co-Chairpersons

This Reportto the Board of Directors of the Connecticut Health Insurance Exchange provides a
detailed explanation regarding the process undertaken by the Health Plan Benefits and
Qualifications Advisory Committee (Committee) in order to make a recommendation with regard to
the selection of the essential health benefit (EHB) benefit package.

Thisimportant provision of the health care law is meant to ensure thatall individuals and families
are guaranteed a minimum level of coverage for certain health services considered “essential,”
regardless of which health planthey choose.

The Affordable Care Act defines the “essential health benefits” as a series of ten broad benefit
categories, with considerable discretion left to the Secretary of the U.S. Department of Health and
Human Services (HHS) to further definethe concept. In December 2011, HHS released guidance
describingitsintended approach for definingthe scope of health servicesincluded in the essential
health benefits package. Ratherthan create one federal definition, HHS gave each state the
authority to define exactly whatitems and services will be included inits essential health benefits
package for 2014 and 2015. This package must be based ona benchmark plan selected by the state.

Allinsurers operatinginthe individual and small-group markets, both inside and outside of the
exchanges, must coverthis standard package of benefits.

If a state’s benchmark plan does not cover one or more of the 10 categories of services thatthe
essential health benefitsis required to cover underthe Affordable Care Act, a state will have to
supplementits essential health benefits package with additional benefits from one of the other
benchmark plan options. HHS provided additional guidance on how states will supplement a
benchmark plan with coverage for habilitative services and pediatricdentaland vision services, as
these types of services are not traditionally offered in health plans today.

A state’s benchmark plan will play asignificantrole in defining the scope and amount of benefits
offeredin each of the 10 categories of services covered in astate’s essential health benefits
package. As such, the recommendation of abenchmarkis a balancingact between
comprehensiveness and cost; the more inclusive the package, the higherthe cost. No benefit
designated as “essential” can be subjectto an annual or lifetimedollar limit.

In making its recommendation, this Committee was directed to follow the statutory directives
includedinthe Affordable Care Actand PublicAct 11-53, the State legislation enabling the
Exchange, aswell as, the regulatory guidance that the Department of Health and Human Service is
intendingto propose.

Afterthree months of extensive analysis and review the Health Plan Benefits and Qualifications
Committee offersits recommendation to the Board of Directors of the Connecticut Health Insurance
Exchange that the state of Connecticut’s EHB benchmark plan be defined by the benefits package
includedinthe “Plan D” benchmark option, supplemented by: the prescription drug coverage
includedin “Plan C”; the dental care benefitsincluded in Connecticut’s Children Health Insurance
Program, Husky B, and; the benefitsincludedinthe vision planin Federal Employee Dental/Vision
Insurance Program with the largest national enrollment.

We wish tothank the members of the Committee fortheir dedication to our Committee’s process
and theirvoluntary commitmentinthe service of the residents of Connecticut. We would also like to



thank everyone who offered perspectives fortheirinvaluable contribution, including members of
the public, committee members, the Consumer Outreach and Experience Advisory Committee.

On behalf of Exchange staff, we wish to extend appreciation to the carriers and the Office of the
Comptrollerforproviding Exchange staff with the necessary health plan documentation and
addressing follow-up inquries. Much of the analyses conducted by Exchange staff would not have
been possible without the technical assistance and support provided by Scott Anderson, Assistant
Director, inthe Healthcare Policy and Benefits Service Division of the Office of the Comptroller,
Mary Ellen Breault, Director, Life and Health Division in the Connecticut Insurance Department, and,
Bob Carey, Principal at RLCarey Consulting.

We hope that the Board can utilize the recommendation presented in this Reportto help define
Connecticut’s essential health benefits. Please send any comments regarding this Committee’s
recommendation and the supporting background information prepared by the Exchange to Grant
Porterat: grant.porter@ct.gov.

Thank you,

Anne Melissa Dowling

Mark Espinosa



Il. Introduction

This Reportto the Connecticut Health Insurance Exchange Board of Directors (Board), “Essential
Health Benefits: Selecting and Supplementing a Benchmark Planin Connecticut” (Report), reflects
the recommendation of the Health Plan Benefits and Qualifications Advisory Committee
(Committee) for the essential health benefits (EHB) package.

On March 23, 2010 the Patient Protection and Affordable Care Act of 2010 (ACA) was signed into
law.' The federal law requires all states, beginningin January 1, 2014, to participate in health
insurance exchanges operated either by the state, the federal government, or through state-federal
partnerships. OnJuly 1, 2011 Governor Malloy signed into law Senate Bill 921 (PublicAct 11-53), an
Act Establishing the Connecticut Health Insurance Exchange (Act).?

The Act defines Connecticut’s Health Insurance Exchange (Exchange) as a quasi-governmental
organization governed by a 14-member board of directors. Membership includes six ex officio
members and eight members appointed by elected state officials. There are 12 voting members. The
Act granted that the Exchange may establish advisory committees composed of abroad array of
stakeholders to assistthe Board in making decisions and/or recommendations on a variety of topics,
includingastudy on the EHB as mandatedinthe Act.

The Health Plan Benefits and Qualifications Advisory Committee (Committee) was charged with
making a formal recommendation on the state’s essential health benefit (EHB) package to the
Board.

This Reportto the Board, “Essential Health Benefits: Selecting and Supplementing a Benchmark Plan
in Connecticut” (Report), provides justification in support of the benchmark option recommended
by the Committee as the most appropriate interms of health benefits and coverage to be made
available forthe residents of the State.

The Advisory Committee Process

The Board established fouradvisory committees to informitselfand the Exchange leadership on
various topicsrelated to healthcare reform. Among othersubjects, the Committee was charged with
examiningthe potential EHB benchmark options and offeringits stakeholders’ perspectives on the
functional implications of selecting an EHB benchmark from among the potential options available
the Board.

To bestinform the Committee and provide its members with neutral analyses of their options, the
Exchange conferred with the Connecticut Insurance Department (CID), the Healthcare Policy and
Benefit Services Division of the Office of the State Comptroller, the majorinsurance carriers selling
plansin Connecticut’s small group market, the Centerfor Consumer Information and Insurance
Oversight (CCIIO), and professional consulting firms, including Mercer and RLCarey Consulting.

The Exchange provided its analysestothe Consumer Outreach and Advisory Committee that
independently considered the state’s EHB package. A voting memberon that committeeisa
consumeradvocate who serves on both committees and represented the consumer’s opiniontothe
Committee. The Committee’s recommendation represents a consensus with the opinion
represented by the Consumer Outreach and Experience Advisory Committee.

HR. 3590, The Patient Protection and Affordable Care Act of 2010 (P.L. 111-148). Internet:
http://www.gpo.gov/fdsys/pkg/PLAW-111publ148

%s. 921, An Act Establishinga State Health Insurance Exchange, 2011 (P.A. 11-53). Internet:
http://www.cga.ct.gov/2011/ACT/PA/2011PA-00053-R0O0SB-00921-PA.htm (Accessed: July15,2012)


http://www.gpo.gov/fdsys/pkg/PLAW-111publ148
http://www.cga.ct.gov/2011/ACT/PA/2011PA-00053-R00SB-00921-PA.htm

The Committee believes that the recommended EHB package represents the option that best
balances affordability and comprehensiveness of coverage. Further, by including coverage forall
existing state mandates on healthinsurance coverage, the recommended EHB benchmark option
willimpose no additional fiscal burden on the state.

Health Plan Benefits and Qualifications Advisory Committee Membership

The Health Plan Benefits and Qualifications Advisory Committeeis composed of 15 members,
chosento representabroad array of stakeholders. Members have affiliations with the health
insurance industry, health care providers, consumeradvocates, academia, and employers. Exhibit A
lists the Committee’s membership and affiliations.

This Reportreflects the Committee’s informed collective opinions on the selection of the EHB
package for the state. Readers of this Report, however, should keep the affiliations of the members
to the committee in mind and notaccept the opinions presented henceforth as necessarily
representative of all stakeholders in Connecticut.

Figure 1. Process for Recommendation of EHB Benchmark
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Ill. Overview of the Essential Health Benefits

Section 1301 of the ACA requiresthat every non-grandfathered health insurance plan offered to an
individualorsmall group, including, but notlimited to, plans sold through the Connecticut Health
Insurance Exchange (the Exchange), will need to be provide, at minimum, and among other
requirements, the state’s essential health benefits (EHB) package. The EHB provides coverage fora
specificlevel of preventive, diagnostic, and therapeuticservices defined as “essential” by the
Secretary of the Department of Health and Human Services (Secretary).

Nationally, more than 68 million people are estimated to obtain commercial insurance that will need
to meet EHB requirements; in Connecticut, approximately 750,000 residents will be directly
affected.® The breadth of coverage underscores the importance that the EHB package reflects the
needs and preferences of all residents.

The EHB is intended to be ameaningful and adequate standard that will ensure equitable coverage
for all consumers carryingindividual or small group coverage. It mustinclude comprehensive
coverage in at least the following 10 statutorily-defined benefit categories:

1) Ambulatory patientservices,

2) Emergencyservices,

3) Hospitalization,

4) Maternityand newborn care,

5) Mental health and substance use disorderservices, including behavioral health
treatment,

6) Prescriptiondrugs,

7) Rehabilitativeand habilitative services and devices,

8) Laboratory services,

9) Preventive® and wellness services, and chronicdisease management, and

10) Pediatricservices, including oral and vision care.

Beyond the ten broad categories, however, the ACA leaves undefined the specificservices that must
be coveredinthe EHB.

Section 1302(b) gives the Secretary the discretionary authority to define the scope of coverage,
provided thatthe EHB is consistent with a “typical employer plan” and includes meaningful coverage
for each of the 10 statutorily-defined benefit categories.

The Institute of Medicine Report: Balancing Cost and Comprehensiveness

The ACA charged the Secretary with defining what the EHB package should include. To assist with
this, the Secretary contracted with the Institute of Medicine (IOM) to recommend a process that
would help the federal government definea process by which it would identify the benefits that
should beincludedinthe EHB, and update the benefits to take into account advancesin science,
gaps inaccess, and the effect of any benefit changes on cost. The task of the IOM was notto decide

® Christine Eibner, Peter S. Hussey, and Federico Girosi.2010. "The Effects of the Affordable CareAct on
Workers'Health Insurance Coverage" New England Journal of Medicine.

* Withres pect to defining preventive services, the benefits describedinsection 2713 of the PHS Act, as added
by section 1001 of the Affordable Care Act, must be a partof the EHB.



whatis coveredinthe EHB, but ratherto propose a set of criteriaand methods that should be used
indeciding what benefits are mostimportant for coverage. The IOM submitted its
recommendationsinareport entitled “Essential Health Benefits: Balancing Coverage and Cost” on
October7, 2011.°

In their Report, the IOM emphasized that HHS must consider both the breadth and cost of the
benefit package. The EHB needsto be sufficiently inclusive to guarantee adequate access to
essential services, but also be affordable so that as many people as possible can purchase the
coverage.

The IOM recommended that the overall EHB must:

e beaffordable forconsumers, employers, and tax-payers;

e maximize the number of people withinsurance coverage;

e protectthe most vulnerable by addressingthe particular needs of those populations;

e encourage better care practices by promotingthe right care to the right patient, inthe right
setting, attheright time;

e advance stewardship of resources by focusing on high-value services and reducing use of
low-valueservices, with “value” defined as outcomes relative to cost;

e addressthe medical concerns of greatestimportance to enrolleesin EHB-related plans, as
identified through a publicdeliberative process; and

e protectagainstthe greatestfinancial risks due to catastrophicevents orillnesses.

To address achieve these outcomes, the IOM maintained that the federalgovernment should
establishageneral premiumtarget forthe EHB. Although pricing benefitsisinherently imprecise
and creates the potential for controversy, the IOMwished to emphasize the responsibility of
policymakers to nonetheless consider costs.

While defining aprecise premiumtargetis neitherwithin the Secretary’s statutory authority nor
withinthe purview of the Committee’s recommendation, itis, asthe IOM advises, the Exchange
recognizesthatitisa “fundamental reality” thatif pricingis not taken into account when defining
the EHB package, the benefits are likely to be defined too expansively.

As such, balancing the competing goals of comprehensiveness of coverage and costs, and accepting
the tradeoffsinherentin such deliberations, was a major concern forthe Committee.

The IOM alsorecommended atransitional period, during which time HHS could grant the states
some allowance toamendthe initial EHB package to betterreflectthe typical small employerplan
sold withinthe state; therefore minimizing the disruption of local health care delivery systems. The
IOM recommended as a model forthe EHB the benefits typically offered through planssoldinthe
small employer market because such plans are generally less generous than large employer plan
benefits.

Notwithstanding specificrecommendation that the state’s be delegated some discretionary
authority torevise the EHB, the IOM’s general recommendations remained premised upon the
assumptionthatthe federal government would be defininga comprehensive and conclusive
standard for the EHB.

> Institute of Medicine. 2011. “Essential Health Benefits: Balancing Coverageand Cost.” Internet:
http://www.iom.edu/EHB.


http://www.iom.edu/EHB

Essential Health Benefits Bulletin: The Benchmark Approach

On December 16, 2011 the Centerfor ConsumerInformation and Insurance Oversight (CCIIO) issued
its Essential Health Benefits Bulletin (Bulletin).® Whilethe Bulletin is not binding guidance, it does
outline the regulatory approach that HHS “intends to propose” to define the EHB.

The bulletin did notadoptthe IOM’'s recommended approach that was premised onthe
identification of anational health benefits package with state flexibility. Instead, the Bulletin
provides fora “transitional period” for 2014 and 2015 that allows statesto establish a state-specific
EHB thatreflects the benefitsincludedin a “typical employer plan” offered in astate. This approach
accommodates existing state mandates and any local market peculiarities. Federal subsidies will be
adjusted toreflectthe variability among the different state benchmark plans.

The Bulletin outlines a “benchmark approach” for states to follow to define the EHB. Under this
approach, states would choose one of the following benchmark health insurance plans, based on
firstquarter2012 enrollment:

e largestplan by enrollmentinany of the three largest small group productsin state’s
small group market

e Anyof the three largeststate benefit plans by enroliment

e Anyof thethreelargestnational Federal Employee Health Benefit Program (FEHBP) plan
options by enrollment

e largestinsured commercial non-Medicaid HMO operatingin state

If a state does not selectabenchmark plan, the Secretary intends to propose that the default
benchmark will be the small group plan with the largest enrolimentin the state.

Shortly afterthe release of the Bulletin, HHS released additional complementary guidance in the
form of an FAQ to further describe the Bulletin’s proposed process. The FAQreiterates that the
only options fora state’s EHB are the ten benchmark plans, supplemented if necessaryandin
accordance with the guidelines setforth in the Bulletin. Any benefits provided through ariderto the
policy are excluded from the benefits package of the benchmark forthe purpose of defining the
EHB. Further, the state cannot cherry-pick benefits or limits/exclusions across the plans, exceptin
specificcircumstances where the selected benchmarkis lacking meaningful coverageinarequired
category.

The scope of benefits, and any limits thereof, included in the selected benchmark will become the
state’s EHB package.

If a benchmark planis missing coverage in one or more of the ten statutory categories, orif
coverage is offered only through the purchase of riders, the state must supplement the benchmark
by reference toanotherbenchmark plan thatincludes coverage of servicesin the missing categories.
If none of the benchmarks offer sufficiently comprehensive coverage of particular categories of
benefits,the Bulletin describes specificrules to ensure meaningful benefits in those categories.

In Connecticut, no benchmark option offers comprehensive coverage for pediatricdental care,
pediatricvision care, and habilitative services. Onlyafew include prescription drug coverage as part
of its base policy.

® Center for Consumer Informationand Insurance Oversight.12/16/2011. “Essential Health Benefits Bulletin.”
Internet: http://cciio.cms.gov/resources/files/Files2/12162011/essential_health_benefits_bulletin.pdf.

’ Center for Medicare and Medicaid Services. 2/16/2011. “Frequently Asked Questions on Essential Health
Benefits Bulletin” Internet: http://cciio.cms.gov/resources/files/Files2/02172012/ehb-faq-508.pdf
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Carrier Flexibility

The Bulletin expressly indicates thatissuers will retain some flexibility in benefit design. Specifically,
the Bulletin proposes that a carrier would only be required to offer benefits that are “substantially
equal” to the state benchmark. Carriers would be able to “adjust benefits, including both the
specificservices covered and any quantitative limits provided they continue to offer coverage forall
10 statutory EHB categories.” HHS intends that the “substantially equal” equivalency standard will
mirrorthat applied to CHIP plans.

A Two-Year Transitional Period

The benchmark approach outlinedin the Bulletinisintended to establish a state-specific EHB for
planyears 2014 and 2015. Itisimportantto note that thisisa transitional period and thatthe HHS
intendsto assess the benchmark approach and develop a process for definingthe EHB that likely will
exclude some state mandates foryears 2016 and beyond.

The Bulletin suggests that states will be expected to coordinate between theirmandates and any
forthcoming EHB standard defined by HHS. This transitional period will allowstates to determine
which of their mandates fall within the EHB, thereby allowing them to identify those additional
mandates whose costs would need to be defrayed by the state should the state continue torequire
them as part of any QHP sold through a state Exchange.

Treatment of State-Mandated Benefits

Thereisnothinginneitherthe ACAnorPublicAct11-53 establishingthe Exchange that preempt
state laws “mandating” coverage of specificbenefits and provider services. However, section
1311(d)(3)(B) of the ACArequiresthatif a mandated benefit was to be not-includedinthe
Secretary’s final EHB package, the state would need to defray (eitherto the individual orto the
health plan on behalf of the individual) any additional costs associated with providing that benefit to
Exchange enrollees.

Connecticutisamongthe 90" percentile of states in terms of the number of health mandates. And
so whileitisthe Committee’s perspective thatall state mandates should be viewed as “essential,”
in anticipation of the potential fiscal liability resulting from the state retaining mandates that exceed
the EHB, section 14a of the Exchange’s establishing Act requires the state to “prepare an analysis of
the cost impacton the state and a cost-benefitanalysis of the essential health benefits package.”

Mercer Report

In 2011, Connecticut’s Office of Policy and Management (OPB) contracted with Mercerto produce a
reporton the impact of the ACAin Connecticut. Theirscope of workincluded an analysis of the fiscal
impact of the EHB.

To assess whetherornot each of the state’s mandates would likely be covered as part of the EHB,
Mercer employed the general guidance fordefiningan EHB as outlined in the IOMReport. Mercer
concludedthatas many as three-quarters of the benefits that Connecticut mandates could exceed
what the federal governmentrequires.

Of the mandates that Mercer identified in the group policy market, it noted only nineas "essential.”
Those include coverage of newborn infants, diabetes testing and treatment, prostate and colorectal
cancer screening, mammography and breast ultrasounds, prescription contraceptives, and the
cancer, tumors and leukemia benefit.
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Mercer classified the EHB status of the other mandates as “unknown”; although it suggested that
many of the mandates that it classified as ““unknown,” “have very strong, rational arguments as to
why they might be covered as an EHB.” (p. 208)

Exhibit B summarizes each of Connecticut’s mandates and presents Mercer’s assessment as to
whether or not the mandate can be classified with some certainty as an EHB. Exhibit C classifies the
state mandates amongthe 10 categories of care.

Mercer subsequently projected the costimpact of the state mandates oninsurance premiums,
based on actuarial estimates provided by University of Connecticut’s Centerfor PublicHealth and
Health Policy.? A rough approximation of the aggregate fiscal impact to the state for includingall the
unknown state mandates could be approximated using the University of Connecticut’s estimated
permember per month (PMPM) cost of the mandates.

Impact of the Bulletin on Coverage of State Mandates

The proposed benchmark approach outlined in the Bulletin provides a means by which a state can
have all of its mandates governing group plansincluded in the EHB package at no cost to the state’s
budget. Whetherthe coverage for an existing state benefit mandate will be included in the EHBs will
depend onthe benchmark planthe state selects.

The benchmark optionsinclude health plansin the states’ small group market. These options are
generally regulated by the state and would therefore be subject to any state mandate applicable to
the small group market. If a state selected one of these options as its benchmark, those mandates
would beincludedinthe state’s EHB.

Amongthe ten potential benchmark optionsin Connecticut, all of the fully-insured small group plans
and state employeehealth plansinclude every state mandate—either by law, in the case of the
small group plans, or by union negotiation, in the case of the state employee plans. This means that
if any one of these benchmark optionsisselected to definethe state’s EHB package, the state will
incur no fiscal burden forrequiring QHPs to continue to provide coverage for all existing state
mandates.

If, however, the state selects asits EHB benchmark option one of the three largest FEHBP plans that
are notsubjectto any state mandates, the state will need to reimburse the marginal costs
associated with any mandate thatis not covered by the selected FEHBP plan.

To avoid this situation and any potential fiscal obligations oradministrative burdens that would
surely ensue from selectingabenchmark option that did not provide coverage forall state
mandates, the Committee, earlyinits process of selecting an EHB benchmark, removed from further
consideration any of the three FEHBP plans.

®In 2009, the Connecticut passedalaw, Public Act 09-179, requiringthe Insurance Department to contract
with the University of Connecticut’s Center for Public Health and Health Policy (CPHHP) to evaluateany
prospective mandated health benefits that the General Assembly’s Insuranceand Real Estate Committee plans
to introduceeach legislativesession. The lawalsorequired thatthere be a retrospective review of all
statutorily mandated health benefits existing on or effective July 1, 2009. Mercer was able to offer a rough
approximation of the potential costto the state for supplementing the EHB employed by usingthe Per
Member Per Month (PMPM) costof each mandate, as calculated by the CPHHP.
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EHB Preemption of Limits on State Mandates

The ACA does not permitannual or lifetime dollar limits on the EHB. Therefore, if abenefitincluded
inthe selected EHBbenchmark plan has a dollarlimit, that benefit willbe incorporated into the EHB
definition without the dollar limit. This includes state mandates that may have statutorily-defined
dollarlimits. Perthe Connecticut Insurance Department’sissue approval process, with the exception
of the Autism Spectrum Disorder (ASD) mandate, all dollar limits have been removed from those
mandated benefits which specified such (e.g. hearing aids - $1,000; ostomy supplies - $1,000),
effective September 2010. With respect to ASD-related services, the dollar maximums (e.g. the
allowance of $50,000/year toward behavioral therapy forachild age eight or younger) will be
removed effectiveJanuary 1, 2014. As with any benefit, these mandated benefits although
unlimited in terms of dollars continue to be reviewed for medical necessity.

13



IV. Selection of Connecticut’s Benchmark

The benchmark approach described in the Bulletin intends to propose that the EHB benchmark options
will be drawn frominsurance policies that are already offered and that are popularin each state. This
should minimize the need forinsurers to make changes and allow small employers to continue coverage
that is similarto what they already offer. The small group plan benchmark options are already approved
by the Connecticut Insurance Departmentand are therefore familiarto regulators and should be more
readily adaptable toany new requirements.

Connecticut’s Ten Benchmark Options

The ten potential EHB benchmark plans thatapply to Connecticut, as defined by guidance in the Bulletin,
are the benefits package includedin:

e Thelargestplanin thethree largest small group products (Source: CMS, CCIIO):
0 AnthemBlue Cross Blue Shield BlueCare Health Maintenance Organization (HMO),
0 AetnaQualfied Point-of-Service (POS), and;
0 OxfordPreferred Provider Organization (PPO).
e Thethreelargest FEHBP plans(Source:U.S. OPM):
O FEHBP Blue Cross Blue Shield Standard Option;
O FEHBP Blue Cross Blue Shield Basic Option, and;
0 FEHBP Government Employees Health Association (GEHA) Standard Option.
e Thethree largeststate employeeplans (Source: State of Connecticut, Office of the State
Comptroller):
0 AnthemState BlueCare Point-of-Enroliment (POE);
0 AnthemState BlueCare POS plan, and;
0 Oxford HMO Select Point of Enrollment (POE).
e Thelargestnon-Medicaid HMO plan (Source: CMS, CCIIO):
0 ConnectiCare HMO

If Connecticut fails to make a recommendation, HHS will define the State’s EHB by the benefits package
of the largest planinthe largest small group product, the Anthem Blue Cross Blue Shield BlueCare HMO.

Despite the ten distinct benchmark options, for their subsequent analyses, the Exchange approached
them as sevendistinct choices.

The Blue Cross Blue Shield Standard Option and Basic Option are the same from the perspective of the

plan’s covered benefits: the two plans differ only with respect to the plans’ cost sharing arrangements

and theirprovider networks that forthe purpose of defining the EHB are irrelevant distinctions. So, the
two plans are treated collectively.

Additionally, all health plans offered to Connecticut state employees coverthe same benefits, and so the
Exchange treated the three state employee plans as equivalent forthe purposes of theirsubsequent
analyses.

It isworth emphasizing that while the Committeeis recommending aspecifchealth plan sold as the
benchmark option, itisrecommending the benefits described in the plan, notthe planitself. The
recommendation of the Committee reflects no endorsement of aspecificcarrier. The carrieris
irrelevant.

14



To emphasize this distinction, the subsequent analyses substitutes an identifier for each of the plans, as
follows:

e Small Group/Largest non-Medicaid HMO Plans:
0 Small Group “Plan A” = Anthem Blue Cross Blue Shield HMO
0 Small Group “Plan B” = AetnaQualified POS
0 Small Group “Plan C” = Oxford PPO
0 HMO “Plan D” = ConnectiCare HMO
e Connecticut State EmployeePlans:
0 State Employee “PlanE” = Anthem State POE
e Federal EmployeeHealth Benefit Program Plans:
O FEHBP “Plan F” = FEHBP BCBS Standard/Basic Option
0 FEHBP “Plan G” > FEHBP GEHA Standard Option

The default EHB benchmark optionis “Plan A”.

The preliminary survey of the small group plans, the largest non-Medicaid HMO, the state employee
plans, and the federal employee plans by the Exchange suggests thatthe plansin Connecticutdo not
differsignificantly in the range of servicesand items covered. This observation accords with the Institute
of Medicine’s conclusion that the primary type of variation in health insurance products relates not to
the covered benefits, but to cost sharing provisions of the product (deductibles, copayments, and
coinsurance).

The most meaningful variationis the durational limits imposed on certain rehabilitative services, such as
outpatient PT/OT/ST, chiropracticservices, and skilled nursing services.

None of the benchmarks provide sufficiently comprehensive coverageforroutine pediatricdental care,
pediatricvision care, or habilitative services.

Withrespectto prescription drug coverage, only the small group “Plan C” and federal plans, “Plan F”
and “Plan G,” include coverage as part of their plan. The other benchmarks typically offer prescription
drugsthrough arider, butthis reflects aseparate contract that HHS has indicated will be excluded from
the benefit offerings of the benchmark plan.

Exhibit E provides asummary analysis of the seven distinct benchmark options. Exchange staff reviewed
the carrier’'s documentation, including the specificevidence of coverage for each of the benchmark
optionsandtheirresponse to a survey of the carriers conducted by the Connecticut Insurance
Departmentin December2011. The staff’sinitial review of the plans prompted inquiries for additional
information on certain benefits, exclusions and any limits.

Exhibit F presents a detailed analysis of the small group plan, “Plan B,” the HMO plan, “Plan D” and the
state employee plan, “Plan G.”

The following section goes through the process by which the Committee winnowed the choices before it
and came to its final recommendation.

Elimination of the FEHBP Plans, “Plan E” and “Plan F”: Exclusion of Certain State Mandates

As discussedinthe section on state mandates, the Committee excluded from consideration the FEHBP
plans. The primary rationale for their elimination was the exclusion of certain State-mandated benefits
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inthe benchmark plan. The EHB would not preempt Connecticut law and so the State would need to
supplement the EHB with any missing mandate and finance any cost associated thereof.

As neither FEHBP plan, “Plan F” and“Plan G,” differed remarkably from the other benchmark options—
that isaside from lacking certain state mandates that would nevertheless be included in Connecticut’s
EHB—there is no apparent off-setting advantage to selectingabenchmark planthat wouldimpose
unnecessary costs onthe state. If “Plan F” and “Plan G” could be characterized as having a slightly more
restrictive benefits packages (and therefore potentially more affordable) than some of the alternative
benchmark options, the variation is not consistent—fewer skilled nursing facility days, fewer
chiropracticvisists, but more PT/OT visits.

Some members of the Committee raised the argument that selecting one of the slightly more restrictive
FEHBP plan designs could avoid unnecessary revisions to the state’s EHB in the future if HHS revisits, as
its has indicateditintendsto do so, the benchmark approach and its treatment of State benefit
mandatesforplanyears startingin 2016.

The Committee acknowledges that the benefitsincluded in a FEHBP benchmark plan will likely become
the basisfor a federally-defined EHB; although, there is no guarantee that this hypothetical EHB would
exactly resemble a FEHBP plan. Otherthan the IOM’s report—while the best arbiter of how the
Secretary mightapproach definingthe EHBis not a federal regulation—there is no explicit guidance
describing how the Secretary will interpret the charge that the scope of the EHB shall equal the scope of
benefits provided underatypical employerplan.

Elimination of Small Group Plans, “Plan A” and “Plan C”: Lifetime Visitation Limits

The Committee—along with the Consumer Outreach and Experience Advisory Committee—expressed
concernoverthe lifetime durational limitsincluded in “Plan C.” According to the plan’s evidence of
coverage, inpatient/outpatient rehabilitation care is limited to 60 consecutive days/visits per condition:
meaninganindividualcould get up to 60 days of inpatient services followed by 60 visits for outpatient
services foreach condition. These are lifetime —not annual—durational limits. For each condition the
individualwillinitiatea new 60 day/60 visit limit. Forthe purposes of the rehabilitation coverage, “per
condition” meansthe diseaseorinjury causingthe needforthe therapy.

It should be emphasized that none of the benchmark options coverrehabilitative services on along-
term basis and so irrespective of aplan’s contracted durational limits, most benefits have implicit
lifetimelimits on the number of allowed visits. However, if anindividual were to sufferaillness orinjury
requiringintensive rehabilitation overanumber of years an explicit lifetime durational limit could be
financially catastrophic.

Two reforms attributed to requirements of the ACA make the inclusion of alifetime durational limiton a
medically-necessary service unnattractive to the EHB.

First, the inclusion of people with pre-existing conditions will likely increase demand for certain services,
including rehabilitative services.

Second, because the rehabilitative benefit, and presumably any limits thereof, may be used to define a
plan’s habilitative benefits, a lifetime limit could diminish the value of the new benefit. Without any
utilization datathereis noreference pointforsuggestingthe appropriateness of alifetime durational
limit. Further, itis unclear how the provision of habilitative services will be affected by the typical
restrictions against providing long-term care and so the Committee does not want to prematurely
restrict necessary treatments.
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Similarto “PlanC,” “Plan A” includesalifetimedurationallimitand soit is similarly not recommended.

EHB Selection: Balancing Comprehensiveness and Affordability

As istrue across most commercial health plans sold throughout the nation, the benchmark plans do not
differremarkably across the benefits they cover. Particularly, in Connecticut, a state with a large number

of mandates regulating health plans, the benefits across all the plans are fairly well prescribed and
therefore consistent across plans.

However, there are some meaningful differences amongthe rehabilitative services offered by the
remaining benchmark options that relate to the plan’s limitations on covered days and/or visits,
includingthe number of skilled nursing facilities (SNF), chiropracticservices, and outpatient
rehabilitative facilities (for PT/OT/ST). Table 1 presents the visitation limits for select rehabilitative
servicesacross the benchmark options.

Table 2. Comparison of Select Rehabilitative Servicesin non-FEHBP EHB Benchmark Options

Services Plan A Plan B Plan C Plan D Plan E
Skilled Nursing Services Fai

i(;fj;z/gzgj/l;c:; 30 days/year 30 days/year 90 days/year unlimited
InpatientRehabilitation 60 days/condition 60 consecutive 90 days/year
Services (PT/OT/ST) (Iiercime limit) unknown days/condition (combined with unlimited

(lifetime limit) SNF)

Outpatient Rehabilitation 60 consecutive
Services (PT/OT/ST) 30 visits/year 20 visits/year days/condition 40 visits/year unlimited

(lifetime limit)

Cognitive Rehabilitative
Therapy

20 visits/year

(combined with PT) not specified

not specified

Chiropractic Visits

20 visits/year 20 visits/year 30 visits/year

Home Health Care

. 80 visits/year
Services

100 visits/year 80 visits/year

Habilitation Services

only only only

not specified not specified

20 visits/year unlimited

100 visits/year 200 visits/year

autism coverage autism coverage autism coverage autism coverage autism coverage

only only

Source: Exchange analysis of benchmark plan documents. See Exhibit 5 and Exhibit 6 for more detailed analysis.

The remainingbenchmark options are: “PlanB”, “Plan D”, and “Plan E.” Theirrespective limitations on
rehabilitative services can be characterized, atleast relative to one another, as: restrictive, moderate,

and generous.

To contextualizethe variationin visitation limits among the benchmark options, particularly asitrelates
to outpatient PT/OT/STvisits and SNF days, the Exchange requested information on utilization rates
fromthe Healthcare Policy and Benefits Service Division of the Office of the Comptroller, the state
agency that overseesthe state employee health plans. Theseself-funded plans provide coverage to over
125,000 members acrossthe state and as a result offerarobust sample forthe Committee to consider

the utilization statistics.

The Exchange acknowledges that membership in the state employee plansis nota random sample of
the entire population of Connecticut. In particular, it may not be representative of the uninsured market
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thatislikelytoinclude adisproportionate number of individuals with pre-existing conditions who may
have considerable unmet need for chroniccare management, including rehabilitative and/or habilitative
services. However, the group should be more-or-less representative of the membership of a typical
employer-sponsored plan thatthe EHB isintended toreflect.

Caveataside, according to the utilization statistics, only 9.8 percent of members enrolled in any of the
state employee health benefits plans required any outpatient PT/OT/ST services in 2011. Of this
subpopulation requiring at least one visit to an outpatient rehabilitation facility, more than 95 percent
used 40 visits orfewer. As a share of total membership, less than 0.5 percent—440 members amongthe
approximately 125,000 total members—used more than 40 visits.

The average PMPM cost of the state plans’ unlimited outpatient PT/OT/ST benefit was $9.74.

Figure 2 presents adistribution of utilization rates by active membersinsured through the state
employee planswho requirerehabilitative services (the 100,000+ members who required no services
are notincludedinthe figure). Table 2lists the cost and utilization rate for certain rehabilitative services

Figure 2. Utilization Rates for Rehabilitative Services in State Employee Health Plans
1000 TTYYYYYY

M Chiropractor
10’000 T .Outpatient PT/OT/ST .....

Home Health Care

8,000

6,000

4,000

Number of Members

2,000

1-10 11-20 21-30 31-40 41-50 51-60 61-70 71-80 81-90 91-100 101+
Utilization Rate, by Number of Visits

Table 3. Claims and Utilization Rate for Rehabilitative Selected Services

Service Category Average Paid PMPM Utilization/1000 Members
Non-Facility Chiropractor $5.16 1,304 visits
Outpatient PT/OT/ST $9.74 383 visits
Skilled Nursing Facilities $1.06 3 admits

24 days
Home Health Care $1.81 153 visits

Source: Milliman Report prepared for Office of the State Comptroller, Healthcare Policy & Benefit Services Division
(claims data for period between 1/1/2011-12/31/2011) See Exhibit G for the full consultingreportdone by
Milliman on behalf of the Office of the Comptroller.
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Elimination of “Plan E”: Too Generous

The state employee plan, “Plan G,” is not recommended because defining the State’s minimum standard
with a health planthat has unlimited visitand day limits for certain rehabilitative servicesis too
generous astandard for the entire market. From an affordability perspective, the Committee believesit
would beirresponsbileforthe State to select the most generous benchmark as its minimum standard
for benefits, asthat could potentially spurinflation in premium rates.

Even though the vast majority of the insured use fewerthan 20 or 40 outpatient PT/OT/ST visits/year,
thereisstill value to havingavisit limit.

Evidence from Medicare demonstrates the potentially adverse effect on health care spending that can
resultfromshifting from adefined benefittoan unlimited benefit. Whilethere are certainly other causal
factors at work and Medicare’s fee-for-service model may encourage greater utilization than compared
to the HMO model thatistypical inthe Connecticut market, the elimination of adefined spending cap
on Medicare’s rehabilitative benefit had an undeniably precipitous correlation with anincrease in
overall spending, and without any apparent correspondingimprovementin overall health outcomes. For
example, asteady andsignificantincrease in Medicare spendingimmediately followed the lifting of an
expenditure cap on rehabilitation therapy in 1999: between 2000 and 2004, total Medicare spendingon
outpatientrehabilitative services more than doubled; between 2004 to 2008 the volume of services
increased by an average annual rate of 7.5 percent perbeneficiary; and from 2008 to 2009, annual per
beneficiary growthincreased to 11.2 percent. (Medpac, various reports)

The selection of the benefits package represented by “Plan G,” withits unlimited visits would effectively
impose anew mandate on all carriers and consumers in the state that the Committee feelsis neither
necessary norequitable.

Elimination of “Plan B”: Too Restrictive

The Committee believes thatthe 30 day/yearlimiton skilled nursing facilities (SNF)and the 20
combined visits/yearforoutpatient rehabilitation servicesis too restrictive a benefit. The limitations
could be financially catastrophicforthose few individuals requiring the care.

As the Committee justified the elimination “Plan A” and “Plan C” (with their lifetime limits), two reforms
attributed to requirements of the ACA make the inclusion of an overly restrictive limit on amedically-
necessary service unnattractive: (1) the inclusion of people with pre-existing conditions, and; (2)
uncertainty over how the habilitative services benefit willbe implemented by the carriers.

A Committee member countered the elimination of “Plan B” by arguing that the EHB is only a minimum
standard for the state. Irrespective of the visitation limitsincluded in the EHB, carriers can continue to
offera more generous benefits packages. And asis represented by the current market, they willlikely
continue to differentiatethemselves on their rehabilitative services. Forthe same reasons used to justify
not selectinga Benchmark with an unlimited rehabilitative services benefit, the state should notimpose
any undorequirements onthe carriers, whetherornot the selected benchmark is considered
“moderate” froma comparative perspective.

However, the ACA’s prohibition againstinsurers denying coverage to individuals with a pre-existing
condition greatly expands the threat thatrisk selection poses. Insurers are likely be more cautious with
deviating from their competitorsinterms of their plans’ benefit limits for fear of attracting sicker
individuals—the carriers are more likely to compete on quality of service, notits quantity.

For these reasons, the Committee concluded that “Plan B’s” rehabilitative service benefit setstoolow a
precedentforthe EHB.
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Selection of “Plan D”

As a minimal standard, the Committee recognizes that the 40 combined visit/year limit on outpatient
PT/OT/STvisits and 90 days/year of skilled nursing servicesincluded in “Plan D” is equitable and
sufficiently comprehensive for nearly every residentin the state.

“Plan D” imposesalimit of 20 visits/year on chiropracticvisits, the same as the othersmall group
product benchmarks. While the State offers unlimited benefits, the 20 visit/year limit seems more
aligned with a “typical employer plan.”

Some members voiced concern over the potential cost of requiring every QHP toinsure up to 90
days/yearof SNF services. While this benefit should not be mistaken for long-term nursing home care,’
extended SNF services can still be extremely costly.

Fortunately, utilization of short-term SNF services amongthe non-elderly and non-disabled populationis
extremely limited:*° based on utilization and reimbursement data from the state employee plans (that
have an unlimited in-network SNF benefit), the utilization rate of SNF services averaged just 3
admissions/1,000members, with an average of 8 days peradmission. The average PMPM cost of the
state plans’ unlimited SNF benefit was $1.06.

As such, the effective premium differential between a 30 day/year(asin “Plan B”) and a 90 day/year
limit(asin “Plan D"), while certainly notbe 0, should be close toimmaterial.

Althoughthe Committee understands thatimposing any limits will mean that some individuals will
potentially face unanticipated out-of-pocket expenses that could be considered catastrophicforsome, it
believethe limitsincludedin “Plan D” strike a proper balance. While more generousthan “PlanB” and
therefore potentially more costly, the higher utilization limits should be viewed as relatively cheap
protection againstthe costs of catastrophicinjury orillness.

EHB Benchmark Recommendation:

“Plan D”

° As with all the benchmark options, SNF services includeonly short-termskilled nursingand intenserehabilitation
services to beneficiaries, typically after a stayinanacute care hospital. Examples of SNF patients includethose
recovering from surgical procedures, such as hip and knee replacements, or from medical conditions,such as
stroke and pneumonia. While most SNFs are partof nursinghomes that furnish long-term care, the SNF provisions
do not cover long-term care or strictly custodial care.

% ps a point of comparison,among Medicare fee-for-service members, utilization of SNF services was an average
of 72 admissions per 1000 members; with each admitaveraging27.3 days (Medpac, 2011).
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V. Supplemental Coverage

The benchmark package defined by “Plan D” needsto be augmented with supplemental coverage
to provide sufficiently comprehensive care across each of the ten categories of care. Those
categories thatrequire supplementationinclude:

Prescription Drugs
e PediatricDental Care™
e PediatricVision Care
e HabilitativeServices

With the exception of prescription drug coverage, which, whileoftenincluded asa rider, is generally
part of most major medical healthinsurance plans andreflected in the plans’ base premium, the
othersupplemental benefits are not typically included in any existing employer-sponsored plan.

The Exchange proposes the following supplemental benefits for the fulfillment of the requirement
that the EHB package provides coverage across all ten categories of care.

Prescription Drug Coverage

The potential benchmark options for prescription drug coverage are:

e “PlanC”
e “PlanF”
e “PlanG”

With respectto coverage for prescription drugs, the Bulletin notes that HHS intends to propose that
“If abenchmark plan offersadrugina certain category or class, all plans must offerat least one
drug inthat same category or class, even though the specificdrugs onthe formulary mayvary.” The
plans’ exactformularies and their cost-sharingarrangments (i.e. drug tiers) may differ, butthese are
irrelevantdifferences forthe purpose of defining the EHB benchmark.

On behalf of the Exchange, RLCarey Consulting worked with a pharmacy benefits consultant to
evaluate the categories and classes of drugs covered by the prescription drug formularies included
inthe base medical benefit of “Plan C” and “Plan F” (a FEHBP benchmark options). The purpose of
thisassessment was to determine whether “Plan C” differed froma FEHBP plan, in any respect, with
regard to the categories and classes of drugs covered.

The review of formularies concluded that both plans coverthe same categories or classes of drugs.

For example, the Oxford PPO plan covers a medication called Alfuzosin, which isin a class of drugs
calledalphablockers used for BPH. This drug is one of the few notlisted in the FEHBP formulary.
However, the FEHBP Rx plan covers Doxazosin, whichisalsoan alphablockerused for BPH.

The selection of eitheras the benchmark prescription drug plan forthe EHB benchmark will have the
same effect with regard to the categories orclasses of drugs that must be covered by all QHP soldin

"X While Connecticut has a state mandate that requires all individualand smallgroup plans toinclude coverage
for general anesthesia, nursingandrelated hospital services providedin conjunction with in-patient,
outpatient or one-day dental services that aredeemed medically necessary, thebenefit does not include
routine dental care (section 38-491a and section 38-517a of Chapter 700c).
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the individual and small group marketsin 2014. Both formularies are equivalentin terms of the
categoriesorclasses of drugs thatthey cover.

Connecticut Prescription Drug Mandates

An areawhere the prescription drug benefitsincluded in “Plan C” differfrom thatincluded in any of
the FEHBPP plansiswith respectto state mandates.

Chapter 700c of the Connecticut statutesincludes two mandates affecting prescription drugs:

e Section 38a-503e: guaranteed coverage of prescription contraceptives forwomen, and;
e Section 38a-518b: coverage of the off-label use of FDA-approved prescription drugs for
treatment of cancer, chronic diseases.

First, and consistent with recent federal regulationsissued by HHS, all small group drug plans soldin
the State must provide forthe coverage of FDA-approved prescription contraceptives. Prescription
contraceptivesare included forthe FEHBP plans. And so, from the perspective of this state mandate
the benchmark options do not differ.

Second, andrelevantto a discussion of the differences amongthe prescription drug options,
Connecticut mandates thatany group drug plan cover the off-labeluse of FDA-approved
prescription drugs forthe treatment of certain types of cancer or disabling or life-threatening
chronicdiseases. The off-label use of drugs is considered experimental/investigational by many
payers and typically not covered by insurance products. Both FEHBP plans exclude experimental
and/orinvestigational services. Whilethese plans offer expanded drug benefits for treatment of
cancer, neitherexplicitly defines the off-label use of drugs as a covered benefitin their certificates of
coverage.

The selection of abenchmark does not preemptstate law. Therefore, given that the plansare
otherwise equal, the Committee recommends the prescription drug benefitincludedin “Plan C” as it
covers the State mandate for the off-label coverage of drugs.

Supplemental Prescription Drug Coverage Recommendation:

“Plan C”

Pediatric Dental Care Coverage

Coverage of dental and vision care services are typically provided through a mix of comprehensive
health coverage plans and stand-alone coverage separate from the major medical coverage.

Withrespectto pediatricoral care, the February FAQ issued by the federal government, provided
some additional guidance. The FAQindicated that the states could—subjectto afinal rule—
supplementthe selected benchmark plan with benefits from either:

e the Federal Employees Dental and Vision Insurance Program (FEDVIP) dental plan with the
largest national enrollment; or

e the State’sseparate Children’s Health Insurance Program (CHIP), Husky B

Both the state’s CHIP and the FEDVIP dental plans cover preventive and basicdental services such as
cleanings andfillings, as well as advanced dental services such as root canals, crowns and medically
necessary orthodontia. The December Bulletin clarifies, “We intend to propose the EHB definition
would notinclude non-medically necessary orthodonticbenefits.” (p. 11)

22



Exhibit G includes atable comparing Connecticut’s current Husky B dental benefitsand, asan
example of the FEDVIP dental benefits, Aetna’s Nationwide Dental Plan.

There are no meaningful differencesin coverage of benefits. Nonetheless a decision must be
rendered. The Committee recommends the dental care benefits provided by the state’s Children
Health Insurance Program (CHIP), Husky B.

Supplemental Pediatric Dental Care Recommendation:

“CHIP-Husky B”

PediatricVision Care Coverage

Most of the benchmark optionsinclude annual or bi-annual vision screening for members—adults
and children. This benefit will continue to be part of the EHB.

However, none of the plansinclude an allowance for prescription eyeware or contacts and as such,
this benefitisinsufficiently comprehensive for children.

Giventhe absence of any alternative for pediatricvision care, the state’s essential health benefit
package will be supplemented by the appropriate benefitsincluded in the largest Federal Employee
Dental and Vision Insurance Program (FEDVIP).

Supplemental Pediatric Vision Care Coverage:

Nation’s largest “FEDVIP” plan, by enroliment

Habilitative Services

To meetthe ACArequirementthatthe EHB must provide for coverage forall the statutory
categories of care, the benchmark must be augmented with a meaningful habilitative care benefit.

Thereisno generally accepted definition of habilitative services among health plans, andin general,
healthinsurance plans do notidentify habilitative services as a distinct group of services. In
Connecticut, the autism spectrum disorder mandate (section 38a-514b of chapter 700c) is a likley
habilitative care benefit; but this coverage is insufficiently comprehensive forthe EHB.

Given the paucity of best-practices, the Bulletin discusses a transitionalapproach for habilitative
servicesthatreferences the twoalternative options that HHS is considering proposing:

e Aplanwouldbe requiredto offerthe same services forhabilitative needs as it offers for
rehabilitative needs and offerthem at parity.
e Aplanwoulddecide which habilitative services to coverand report the coverage to HHS.

Under eitherapproach, a QHP will be required to offer atleast some habilitative benefit.

The Committee has norecommendation.

Supplemental Habilitative Services Coverage:

Carrier’s decision
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VI. Conclusion

In summary, the Committee recommends to the Board that the state should give strong

considerationto an EHB defined by the health benefitsincludedin “Plan D,” supplemented with

the dental care benefits provided by CHIP (Husky B), the vision care benefits provided by the
largest FEDVIP plan, and the prescription drug benefitsincluded in “Plan C.” The plans will be
accorded flexibility to design its habilitative service benefits.

EHB Recommendation:
Benchmark Option - “Plan D”
Prescription Drugs — “Plan C”
Pediatric Dental Care - CHIP-Husky B
Pediatric Vision Care - FEDVIP Vision Plan

Habilitative Care — Carrier’s Decision
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VII. Exhibits

The following supporting documents are included:

A.

OMMOO®

Committee Membership and Affiliation

State Mandated Benefitsand Mercer’s Assessment of EHB Status

Classification of State Mandated Benefits Underthe ACA’s Ten Categories of Care
Summary Analysis of Benchmark Plans

Detailed Analysis of Select Benchmark Plans

Milliman Report: State Employees, State of Connecticut

Comparison of Supplemental Options: Pediatric Dental Care
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Exhibit A: Membership of Health Plan Benefits and Qualifications Advisory Committee

Co-Chairs

Anne Melissa Dowling

Mark Espinosa

Voting Members

Deputy Commissioner,
Connecticut Insurance Department

President,
United Food and Commercial Workers' Union 919

Maria Diaz

Mary Fox

Stephen A. Frayne

Kevin Galvin

Margherita Giuliano
Deirdre Hardrick

Jennifer Jaff

Thomas Marchozzi

Robert M. McLean, M.D.

Marcia Petrillo

Gloria Powell

Joseph Treadwell, D.P.M.

Robert Tessier

Optometrist,
Connecticut Association of Optometrists

Retired,
Senior Vice President, Aetna Product Group

Senior Vice President of Health Policy,
Connecticut Hospital Association

Owner,

Connecticut Commercial Maintenance, Inc.
Chair,

Small Business for a Healthy Connecticut

Executive Vice President,
Connecticut Pharmacists Association

Business Project Manager,
Aetna Inc.

Representative,

Consumer Outreach and Experience Advisory Committee
Executive Director,

Advocacy for Patient's with Chronic Iliness

Executive Vice President and Chief Financial Officer,
Hartford HealthCare

Connecticut State Medical Society

Chief Executive Officer,
Qualidigm

Commissioner Jewel Mullen (Designee)
Nurse Consultant, Department of Public Health

Podiatris,t
Legislative Chair, CT Podiatric Medical Association

Executive Director,

Connecticut Coalition of Taft-Hartley Health Funds
Director,

Connecticut Health Insurance Exchange Board of Directors

Subject Matter Expert to Committee

Mary Ellen Breault

Director,
Life and Health Division, Connecticut Insurance Department
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Exhibit B: State Mandated Health Benefits and Mercer’s Assessment of Status as an Essential Health Benefit (EHB)

CT General
Statutes: Chapter EHB Status?
# 700c, § Mandate Description (from Mercer)
1 38a-476b Availability of Psychotropic No mental health care benefit provided under state law, with state funds, or to state employees may limit the
Drugs availability of the most effective psychotropic drugs. unknown
2 38a-483c; 38a-513b Experimental Treatments Procedures, treatments, or drugs that have completed a Phase Ill FDA clinical trial. Appeals process expedited for
those with a life expectancy of less than two years. unknown
3 38a-488a; 38a-514 Mental Health Parity Diagnosis and treatment of mental or nervous conditions. Coverage cannot differ from the terms, conditions, or
benefits for the diagnosis or treatment of medical, surgical, or other physical health conditions.
Requires a policy to cover a residential treatment facility when a physician, psychiatrist, psychologist, or clinical social unknown
worker assesses the person and determines that he or she cannot appropriately, safely, or effectively be treated in
another setting.
4 38a-490; 38a-508; Adopted Newborns Injury and sickness, including care and treatment of congenital defects and birth abnormalities, for newborns from
38a-516; 38a-549 birth and for adopted children from legal placement for adoption. yes
6 38a-490a; 38a-516a  Birth-to-Three At least $6,400 per child annually for medically necessary early invention services, up to $19,200 per child over three
years. unknown
7 38a-490b; 38a-516b  Children's Hearing Aids Hearing aids for children age 12 and under. Coverage may be limited to $1,000 within a 24-month period. unknown
8 38a-490c; 38a-516¢ Craniofacial Disorders Medically necessary orthodontic processes and appliances for treatment of craniofacial disorders for people age 18 or
younger. Coverage is not required for cosmetic surgery. unknown
9 38a-490d; 38a-535 Blood lead screening and risk Every primary care provider giving pediatric care (excluding hospital emergency room) shall conduct lead screening
assessment and risk assessment *38a-535 mandates broader preventative pediatric care services, listed below yes
10 38a-492l; 38a-516d Children with Cancer Coverage for children diagnosed with cancer after December 31, 1999 for neuropsychological testing a physician
orders to assess the extent chemotherapy or radiation treatment has caused the child to have cognitive or unknown
developmental delays. Insurers cannot require pre-authorization for the tests.
11 38a-491a; 38a-517a Dental Coverage Medically necessary general anesthesia, nursing, and related hospital services for in-patient, outpatient, or one-day
dental services. unknown
12 38a-492; 38a-518 Accidental Ingestion or Emergency medical care for the accidental ingestion or consumption of controlled drugs. Coverage is subject to a
Consumption of Controlled minimum of 30 days inpatient care and a maximum $500 for outpatient care per calendar year. unknown
Drugs
13 38a-492a; 38a-518a Hypodermic Needles and Hypodermic needles and syringes prescribed by a prescribing practitioner for administering medications. K
. unknown
Syringes
14 38a-492b; 38a-518b  Off-Label Use of Prescription If the FDA approves a prescription drug, a policy cannot exclude coverage of the drug when it is used for treatment of
Drugs cancer or disabling or life-threatening chronic diseases. unknown
15 38a-492c; 38a-518c Protein Modified Food and Amino acid modified and low protein modified food products when prescribed for the treatment of inherited
Specialized Formula metabolic diseases and cystic fibrosis. Medically necessary specialized formula for children up to age 12. Food and
formula must be administered under the direction of a physician. Coverage for preparations, food products, and unknown
formulas must be on the same basis as coverage for outpatient prescription drugs.
16 38a-492d; 38a-518d  Diabetes Treatment Laboratory and diagnostic tests for all types of diabetes. Medically necessary equipment, drugs, and supplies for
insulin-dependent, insulin using, gestational, and non-insulin using diabetes. yes
17 38a-492e; 38a-518e  Diabetes Self-Management Outpatient self-management training prescribed by a licensed health care professional. Coverage is subject to the
Training same terms and conditions as other policy benefits. unknown
18 38a-492f; 38a-518f Prescription Drugs Removed A prescription drug that has been removed from the list of covered drugs must be continued if the insured was K
unknown

from Formulary

previously using the drug for the treatment of a chronic illness and it is deemed medically necessary.
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Exhibit B: State Mandated Health Benefits and Mercer’s Assessment of Status as an Essential Health Benefit (EHB)

CT General
Statutes: Chapter EHB Status?
# 700c, § Mandate Description (from Mercer)
19  38a-492g; 38a-518g  Prostate Screening Laboratory and diagnostic tests to screen for prostate cancer for men who are symptomatic, have a family history, or
are over 50. yes
20 38a-492h; 38a-518h  Lyme Disease Treatment Lyme disease treatment including not less than 30 days of intravenous antibiotic therapy, 60 days of oral antibiotic
therapy, or both, and further treatment if recommended by a rheumatologist, infectious disease specialist, or unknown
neurologist.
21 38a-492i; 38a-518i Pain Management Mandatory access to a pain management specialist and coverage for pain treatment ordered by such specialist. unknown
22 38a-492j; 38a-518j Ostomy Appliances and If policy covers ostomy surgery, policy must also cover up to $1000 per year for medically necessary ostomy-related
Supplies appliances and supplies. unknown
23 38a-492k; 38a-518k  Colorectal Cancer Screening Colorectal cancer screening. Frequency of screening to be based on recommendations by the American College of
Gastroenterology. yes
24 38a-492m; 38a-518|  Prescription Eye Drops Effective January 1, 2010, policies that provide prescription eye drop coverage cannot deny coverage for prescription
renewals when (1) the refill is requested by the insured person less than 30 days from either (a) the date the original
prescription was given to the insured or (b) the last date the prescription refill was given to the insured, whichever is
L T - - i - unknown
later, and (2) the prescribing physician indicates on the original prescription that additional quantities are needed and
the refill request does not exceed this amount.
25 38a-492n; 38a- Epidermolysis Bullosa Effective January 1, 2010, policies must cover wound care supplies that are medically necessary to treat epidermolysis
518m bullosa (a rare skin disorder) and administered under a physician's direction. unknown
26 38a-493; 38a-520 Home Health Care Home health care, including (1) part-time or intermittent nursing care and home health aide services; (2) physical,
occupational, or speech therapy; (3) medical supplies, drugs and medicines; and (4) medical social services. Coverage
can be limited to no less than 80 visits per year and, for a terminally ill person, no more than $200 for medical social
. . ; . unknown
services. Coverage can be subject to an annual deductible of up to $50 and a coinsurance of no less than 75%, except
that a high deductible plan used to establish a medical savings account is exempt from the deductible limit.
27 38a-496; 38a-524 Occupational Therapy If policy covers physical therapy, it must provide coverage for occupational therapy. unknown
28 38a-498; 38a-525 Ambulance Services Ambulance service when medically necessary. Payment must be on a direct pay basis where notice of assignment is
reflected on the bill. unknown
29  38a-498c; 38a-525c  Injured and Under the Insurance polices prohibited from denying coverage for health care services rendered to an injured insured person if
Influence the injury is alleged to have occurred or occurs when the person has an elevated blood alcohol level (0.08% or more) unknown
or is under the influence of drugs or alcohol.
30 38a-503; 38a-530 Mammography and Breast Baseline mammogram for woman 35 to 39 and one every year for woman 40 and older. Additional coverage must be
Cancer Screening provided for a comprehensive ultrasound screening of a woman's entire breast(s) if (1) a mammogram shows
heterogeneous or dense breast tissue based on BI-RADS or (2) the woman is at increased breast cancer risk because of yes
family history, her prior history, genetic testing, or other indications determined by her physician or advanced-
practice nurse. Coverage is subject to any policy provisions applicable to other covered services.
31 38a-503c; 38a-530c Minimum Stay for Maternity coverage of a minimum of forty-eight hours of inpatient care for a mother and her newborn infant following a vaginal
Care delivery and a minimum of ninety-six hours of inpatient care for a mother and her newborn infant following a yes
caesarean delivery
32 38a-503d; 38a- Mastectomy Minimum 48-hour hospital stay after mastectomy or lymph node dissection or longer stay if recommended by
530d. physician. unknown
33 38a-503e; 38a-530e Contraceptives If prescription drugs are covered, prescription contraceptives must be covered. An employer or individual may decline
contraceptive coverage if it conflicts with religious beliefs. yes
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Exhibit B: State Mandated Health Benefits and Mercer’s Assessment of Status as an Essential Health Benefit (EHB)

CT General
Statutes: Chapter EHB Status?
# 700c, § Mandate Description (from Mercer)
34 38a-504a&b; 38a- Treatment for Leukemia, Surgical removal of tumors and treatment of leukemia, including outpatient chemotherapy, reconstructive surgery,
542a&b Tumors, and Wigs for non-dental prosthesis, surgical removal of breasts due to tumors, and a wig if prescribed by a licensed oncologist for a
Chemotherapy Patients patient suffering hair loss from chemotherapy. Annual coverage must be at least $500 for surgical tumor removal, yes
$500 for reconstructive surgery, $500 for outpatient chemotherapy, $350 for a wig, and $300 for prosthesis, except
for surgical removal of breasts due to tumors, the prosthesis benefit must be at least $300 for each breast removed.
35 38a-504c; 38a-542c Breast Reconstruction after Reconstructive surgery on non-diseased breast for symmetrical appearance. Coverage is subject to the same terms
Mastectomy and conditions as other benefits under the policy. unknown
36 38a-504a-g; 38a- Cancer Clinical Trials Routine patient costs relating to cancer clinical trials. Out-of-network hospitalization paid as in-network benefit if
542a—g services are not available in network. Such trials must have peer-reviewed protocols approved by one of several unknown
federal organizations.
37  38a-504; 38a-542 Oral Chemotherapy Effective January 1, 2011, policies that cover intravenously and orally administered anticancer medications must cover K
the orally administered medication on at least as favorable a basis as the intravenously administered medication. unknown
38  38a-509; 38a-536 Infertility Medically necessary costs of diagnosing and treating infertility. unknown
39 38a-488b; 38a-514b  Autism Spectrum Disorders Effective January 1, 2010, policies must cover the diagnosis and treatment of autism spectrum disorders, including: 1.
behavioral therapy for a child age 14 or younger and ; 2. certain prescription drugs and psychiatric and psychological
services. A policy can limit coverage for behavioral therapy to $50,000 a year for a child age eight or younger, $35,000 unknown
for a child age nine to 12, and $25,000 for a 13-or 14-year-old.
40 38a-523 Comprehensive Rehabilitation ~ Group health insurance must offer coverage for comprehensive rehabilitation services, including: 1.physician services,
Services physical and occupational therapy, nursing care, psychological and audiological services, and speech therapy; 2. social
services provided by a social worker; 3. respiratory therapy; 4. prescription drugs and medicines; 5. prosthetic and unknown
orthotic devices and; 6 other supplies and services prescribed by a doctor.
41 38a-533* Alcoholism Expenses incurred in connection with medical complications of alcoholism such as cirrhosis of the liver,
gastrointestinal bleeding, pneumonia, and delirium tremens. unknown
42 38a-507; 38a-534 Chiropractic Services Cover chiropractor services to same extent as coverage for a physician. unknown
43 38a-535* Preventive Pediatric Care Preventive pediatric care at the following intervals 1 every 2 months from birth to 6 months, 2 every 3 months from 9
to 18 months, and 3 annually from 2 to 6 years of age. Coverage is subject to any policy provisions that apply to other yes
services covered under the policy.
44 38a-542a* Breast Implant Removal Medically necessary removal of breast implants implanted on or before July 1, 1994. Annual coverage must be at least K
unknown

$1,000.

Dollar Limits on Certain Benefits. Per Connecticut Insurance Department regulations, with the exception of the Autism Spectrum Disorder (ASD) mandate, all dollar limits were
removed from those mandated benefits which specified such (e.g. hearing aids - $1,000; ostomy supplies - $1,000), effective September 2010. These benefits although unlimited

in terms of dollars continue to be reviewed for medical necessity. With respect to ASD-related services, the dollar maximums (e.g. behavioral therapy to $50,000 a year for a

child age eight or younger) will be removed effective January 1, 2014.
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Exhibit B: State Mandated Health Benefits and Mercer’s Assessment of Status as an Essential Health Benefit (EHB)

CT General
Statutes: Chapter EHB Stsatus? o
# 700c, § Mandate Description (from Mercer) ™
45 38a-476b1l; 38a- Coverage for Individuals with May not impose preexisting condition exclusion beyond 12 months after effective date of coverage, and exclusion
476b2; 38a-476¢ Preexisting Condition may relate only to conditions for which medical advice, diagnosis, care, or treatment was recommended or _
received six months before the policy's effective date.
46 38a-482; 38a-497; Coverage for Children to Age 26 Under individual health insurance policies, coverage continues at least until the policy anniversary date on or after
38a-554 the date the child: 1. marries; 2. ends Connecticut residency, unless he or she is a under age 19 or b a full-time
student at an accredited college; 3. gets coverage under his or her employer's group health plan; or 4. turns age
26. Group comprehensive health care plans must: 1. extend coverage eligibility to unmarried children under age -
26 and; 2. offer continuation coverage to the end of the month in which the child meets the criteria for losing
coverage under an individual policy.
47 38a-489; 38a-515; Continuation of Coverage for After passing dependent status age and coverage would otherwise end, coverage must continue if child is both
38a-554 Mentally or Physically Handicapped mentally or physically handicapped and dependent upon insured for support. unknown
Children
48 38a-497; 38a-554 Coverage for Stepchildren Effective June 18, 2009, policies must cover stepchildren on the same basis as biological children. -
49 38a-501** Elimination Period for Long-Term Requires an elimination period i.e., a waiting period after the onset of the injury, illness, or function loss during
Care Policy which no benefits are payable that is 1 up to 100 days of confinement or 2 between 100 days and two years of
confinement if an irrevocable trust is in place that is estimated to be sufficient to cover the person's confinement -
costs during this period. Sets requirements for the trust.
50 38a-498b; 38a-525b  Mobile Field Hospitals Benefits for isolation care and emergency services provided by mobile field hospitals, previously called critical
access hospitals. Such benefits are subject to any policy provisions that apply to other covered services. The rates unknown
a policy pays must be equal to the rates Medicaid pays, as determined by the Department of Social Services.
51 38a-499; 38a-526 Physician assistants and certain Mandatory coverage for the services of physician assistants, certified nurse practitioners, certified psychiatric-
nurses. mental health clinical nurse specialists and certified nurse-midwives if such services are within the individual's
area of professional competence as established by education and licensure or certification and are currently unknown
reimbursed when rendered by any other licensed health care provider.
52 38a-502; 38a-529 Veterans Home No individual health insurance policy delivered may exclude coverage for services provided by the Veterans' K
Home. unknown
53 38a-503b Obstetrician-Gynecologist Direct access to participating in-network ob-gyn for gynecological examination, pregnancy care, and primary and
preventive obstetric and gynecologic services required as result of a gynecological examination or condition
; ) o . unknown
includes pap smear. Female enrollees may also designate participating ob-gyn or other doctor as primary care
provider.
54 38a-498a; 38a-525a 911 Calls Cannot require preauthorization for 911 calls. _
55 38a-511; 38a-550 Copays for Imaging Services Limits copays for MRIs and CAT scans to: 1. $375 for all such services annually and; 2. $75 for each one. Limits

copays for PET scans to: 1. $400 for all such scans annually and 2. $100 for each one.

Dollar Limits on Certain Benefits. Per Connecticut Insurance Department regulations, with the exception of the Autism Spectrum Disorder (ASD) mandate, all dollar limits were
removed from those mandated benefits which specified such (e.g. hearing aids - $1,000; ostomy supplies - $1,000), effective September 2010. These benefits although unlimited

in terms of dollars continue to be reviewed for medical necessity. With respect to ASD-related services, the dollar maximums (e.g. behavioral therapy to $50,000 a year for a

child age eight or younger) will be removed effective January 1, 2014.



Exhibit C: Classification of State Mandated Benefits Under the ACA’s Ten Categories of Care

Maternity Mental Health Rehabilitative Prev. & Wellness Pediatric
Ambulatory & & Sub. Abuse & Habilitative Services & Services,
Patient Emergency Newborn Disorder Prescription Services & Laboratory Chronic Dis. including
# Mandate Services Services Hospitalization Coverage Services Drugs Devices services Management Oral/Vision Care ﬂ
1 | Availability of Psychotropic Drugs v
2 Experimental Treatments Vv
3 | Mental lliness v
4 | Adopted Newborns v v
6 | Birth-to-Three v v
7 | Children's Hearing Aids \
8 | Craniofacial Disorders v
9 Blood lead screening and risk v v
assessment
10 | Children with Cancer v
11 | Dental Coverage \' ' \
12 Accidental Ingestion or v
Consumption of Controlled Drugs
13 | Hypodermic Needles and Syringes v
14 Off-Label Use of Prescription v
Drugs
15 Eoﬁm._:. Modified Food and v v
Specialized Formula
16 | Diabetes v
17 _u_m.cm.”mm Self-Management v
Training
18 Prescription Drugs Removed from y
Formulary
19 | Prostate Screening v
20 | Lyme Disease Treatment v
21 | Pain Management v
22 | Ostomy Appliances and Supplies v
23 | Colorectal Cancer Screening v
24 | Prescription Eye Drops v
25 | Epidermolysis Bullosa \
26 | Home Health Care v
27 | Occupational Therapy \
28 | Ambulance Services v
29 | Injured and Under the Influence ' \'
Mammography and Breast Cancer
30 . v
Screening
31 | Minimum Stay for Maternity Care v




Exhibit C: Classification of State Mandated Benefits Under the ACA’s Ten Categories of Care

Maternity Mental Health Rehabilitative Prev. & Wellness Pediatric
Ambulatory & & Sub. Abuse & Habilitative Services & Services,
Patient Emergency Newborn Disorder Prescription Services & Laboratory Chronic Dis. including
# Mandate Services Services Hospitalization Coverage Services Drugs Devices services Management Oral/Vision Care ﬂ
32 | Mastectomy Vv
33 | Contraceptives v
Treatment for Leukemia, Tumors,
34 | and Wigs for Chemotherapy v ' '
Patients
Breast Reconstruction after
35 v
Mastectomy
36 | Cancer Clinical Trials v
37 | Oral Chemotherapy \
38 | Infertility v
39 | Autism Spectrum Disorders v v
Comprehensive Rehabilitation
40 . v
Services
41 | Alcoholism v
42 | Chiropractic Services v
43 | Preventive Pediatric Care \ v
44 | Breast Implant Removal \
Coverage for Individuals with
45 L . v
Preexisting Condition
46 | Coverage for Children to Age 26 carrier mandate
Continuation of Coverage for
47 | Mentally or Physically carrier mandate
Handicapped Children
48 | Coverage for Stepchildren carrier mandate
Elimination Period for Long-Term .
49 . carrier mandate
Care Policy
50 | Mobile Field Hospitals carrier mandate
Physician assistants and certain .
51 v carrier mandate
nurses.
52 | Veterans Home carrier mandate
53 | Obstetrician-Gynecologist carrier mandate
54 | 911 Calls carrier mandate
55 | Copays for Imaging Services carrier mandate




Exhibit D: Summary of Comparative Analysis of EHB Benchmark Plans

Services "Plan A" "Plan B" "Plan C" "Plan D" "Plan E" "Plan F" "Plan G"
Ambulatory Patient Services
Primary Care Visit to Treat an Injury or Iliness Y Y Y Y Y Y Y
Specialist Visit Y Y Y Y Y Y Y
Other Practitioner Office Visit (Nurse, Physician Assistant) Y Y Y Y Y Y Y
Outpatient Surgery Physician/Surgical Services Y Y Y Y Y Y Y
Outpatient Facility Fee (e.g., Ambulatory Surgery Center) Y Y Y Y Y Y Y
Emergency Services
Emergency Room Services Y Y Y Y Y Y Y
Emergency Transportation/Ambulance Y Y Y Y Y Y Y
Urgent Care Centers or Facilities Y Y Y Y Y Y Y
Hospitalization
Inpatient Hospital Services Y Y Y Y Y Y Y
Inpatient Physician and Surgical Services Y Y Y Y Y Y Y
* * * *
Pharmacotherapy Y _:Um:muﬁ Rx only _3nm:muﬁ Rx only _3_8:&% Rx only _:Um:muﬁ Rx only Y Y
Maternity and Newborn Care
Prenatal and Postnatal Care Y Y Y Y Y Y Y
Delivery and All Inpatient Services for Maternity Care Y Y Y Y Y Y Y
Mental Health and Substance Use Disorder Services, Including Behavioral Health Treatment
Mental/Behavioral Health Inpatient Services Y Y Y Y Y Y Y
Mental/Behavioral Health Outpatient Services Y Y Y Y Y Y Y
Substance Abuse Disorder Inpatient Services Y Y Y Y Y Y Y
Substance Abuse Disorder Outpatient Services Y Y Y Y Y Y Y
All Categories and Classes of FDA-Approved Drugs Y Y Y
Three Tier Drug Formulary Y Y Y
Specialty Drug Tier Rx Rider Rx Rider Y Rx Rider Rx Rider Y Y
Off-Label Use of Drugs (Certain Circumstances) Y N* N*
Prescription Contraceptives Y N* N*
Diabetic Supplies and Insulin Y Y Y Y Y Y Y
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Exhibit D: Summary of Comparative Analysis of EHB Benchmark Plans

Service "Plan A" "Plan B" "Plan C" "Plan D" "Plan E" "Plan F" "Plan G"
Rehabilitative and Habilitative Services and Devices
30
Skilled Nursing Facility Services Qm,\“\nnﬁwsmﬁ_v:o: 30 days/year 30 days/year 90 days/year Unlimited 30 days 14 days
days/year
60 consecutive .
days/year 30 days/year 60 consecutive 90 days/year 60 PT/OT
Inpatient Rehabilitation Services " . (combined with days/condition (combined with unlimited Y visits/year; 30 ST
may be subject SNF limits) (lifetime limit) SNF limits) vists/year
to SNF limit v
Outpatient Rehabilitation Services 60 consecutive mwwmﬂmw,wmwﬂu.m 60 pT/OT
(PT/OT/ST combined) 30 visits/year 20 visits/year Qm<m\.oo:a._:w: 40 visits/year Unlimited Basic: 50 <_m_ﬁm.\<mm: 30ST
(lifetime limit) - vists/year
visits/year
IN: unlimited
Chiropractic Visits 20 visits/year 20 visits/year 30 visits/year 20 visits/year OOZ” 30 12 visits/year 12 visits/year
visits/year
Home Health Care Services - . - . 25 visits -
(1 visit = 4 hours) 100 visits/year 80 visits/year 100 visits/year 200 visits/year (2 hours) 50 visits/year
Home Health Aids . .
(count toward Home Health Care services limit) 80 visits/year Y Y Y 80 visits/year unknown unknown
Habilitation Services autism coverage autism coverage autism coverage autism coverage autism coverage unknown unknown
only only only only only
Durable Medical Equipment Y Y Y Y Y Y Y
Laboratory Services
Diagnostic Test (X-Ray and Laboratory Tests) Y Y Y Y Y Y Y
Imaging (CT and PET Scans, MRIs) Y Y Y Y Y Y Y
Preventive and Wellness Services and Chronic Disease Management
Comprehensive Preventive Care/Screening/Immunization Y Y Y Y Y Y Y
Pediatric Services, Including Oral and Vision Care
Dental Check-Up for Children® Y N Y Y Y Y Y
Vision Screening for Children $45 copay S0 copay up to 550 $45 copay $15 copay Y Y

reimbursement

Notes:
1. "Ha

ation" services are typically not specified in the plans' evidence of coverage. Federal guidance suggests that a suitable option for ful

ing the required

category of care could be: (a) habilitative services offered at parity with rehabilitative services (i.e. same limits as PT, OT and ST), or; (b) allow the plans to decide
which habilitative services to cover and report to HHS.

2. Without factoring in the supplemental dental coverage offered through a plan's rider, the oral care provided to children is typcially minimal--involving a routine
cleaning/checkup--and and does not meet the coverage requried by the ACA
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Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Ambulatory Patient Services)

Service "Plan A" "Plan B" "Plan D" "Plan E"
PROVIDERS
Primary Care Providers Y Y Y Y
Family/General \% \% Y Y
Internal Medicine Y Y Y Y
0B/Gyn Y Y Y Y
Specialist Physicians Y Y Y Y
Other Covered Providers
Nurse Midwife Y Y Y Y
Chiropractor Y Y Y Y
Osteopath Y Y unknown Y
Acupuncturist Y N N N
Naturopath Y Y Y Y
Audiologist \ Y Y Y
Nurse Anesthesiologist \% Y Y Y
Physician Assistant Y Y Y Y
Certified Surgical Assistant \% Y Y Y
Optometrist Y Y Y Y
Nurse Practitioner/Clinical Specialist \% \% Y Y
Biofeedback N N N unknown
Hypnotherapy unknown N N unknown
SERVICES
Outpatient Surgery Physician/Surgical Services Y Y Y Y
Operative Procedures \% Y Y Y
Treatment of Fractures, Including Casting \% Y Y Y
Correction of Amblyopia and Strabismus \% Y unknown Y
Endoscopy Procedures \% Y Y* Y
Biopsy Procedures \% Y Y* Y
Removal of Tumors and Cysts Y Y Y Y
Voluntary Sterilization Y Y Y Y
reversal not covered reversal not covered reversal not covered reversal not covered
Surgically Implanted Contraceptives Y
Y Y Y must be performed during
annual well woman visit
Treatment of Burns Y Y Y Y
Pre-Surgical Testing \% Y Y Y
Anesthesia Y Y Y Y
Physician Services \% Y Y Y
Office Medical Consultations Y Y Y Y
Infertility Diagnosis \% Y Y Y
Infertility Treatment \% \% Y Y
Pharmacotherapy N* N* N* N*
inpatient Rx only inpatient Rx only inpatient Rx only inpatient Rx only
Second Surgical Opinions Y Y unknown Y
Telehealth unknown unknown unkonwn unknown
Breast Implant Removal (implanted before on 7/1994) Y \% Y Y
35

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered



Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Ambulatory Patient Services)

Service "Plan A" "Plan B" "Plan D" "Plan E"
Separately Billed OP Facility Services
Routine Vision Exams y* v
Y Y

covered under Blue

1 exam/2 years

1 exam/year

IN: 1 exam/year;

ViewVision OON: 1 exam/2 years
Routine Hearing Exams v v N* Y
only through age 19 1 exam/year
Operating, Recovery/Observation and Other Treatment Rooms y y y y
Chemotherapy/Radiation Therapy Y Y Y Y
IV/Infusion Therapy \% Y Y Y
Dialysis Y Y Y Y
Respiratory/inhalation therapy Y Y Y Y
Medical Supplies, Including Oxygen Y Y Y Y
Dental - Diagnostic/Preventive N N N N
Dental - Restorative N N N N*
Routine Foot Care N N N N
except for diabetics except for diabetics except for diabetics except for diabetics
Birthing Center Y unknown Y Y

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered
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Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Emergency Services)

Service "Plan A" "Plan B" "Plan D" "Plan E"
PROVIDERS
Emergency Room Services Y Y Y Y
Emergency Transportation/Ambulance y Y Y Y
Local Ambulance Y Y Y Y
Air Ambulance Y Y Y Y
Urgent Care Centers or Facilities Y Y Y Y
Outside Hospital (Paramedics Care, Mobile Field Hospital, etc.) Y Y Y Y
SERVICES
Outpatient Physician Care Y Y Y Y
Non-Surgical Physician Services and Supplies Y Y Y Y
Surgical Care \ Y Y Y

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered 37



Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Hospitalization)

Service

"Plan A"

"Plan B"

"Plan D"

"Plan E"

Hospitalization

PROVIDERS
Inpatient Hospital Services (e.g. Hospital Stay) Providers Y Y Y | Y
Inpatient Non-Hospital
Skilled Nursing Facility Y v v
30 days/condition upto unlimited
30 days/year 90 days/year
90 days/year
Rehabilitation Facilities Y Y
60 consecutive Y 90 days/year combined unlimited
days/year with SNF
Home Health Care Services (1 visit = 4 hours) Y Y Y Y
100 visits/year 80 visits/year 100 visits/year 200 visits/year
Home Health Aids (count toward Home Health limits) Y y y Y
80 visits 80 visits/year
Hospice % %
Y
904 Y unlimited with life unlimited with life
ays
Y expectancy < 6 mon expectancy < 6 mon
SERVICES
Inpatient Surgical Services
Reconstructive Surgery (Excluding Cosmetic) Y Y Y Y
Obesity Surgery N N N unknown
Temporomandibular disorders (TMD) Y* Vv
N N surgical treatment .
surgical treatment only
only
Transplants - Human Organ/Tissue Y Y Y Y
Transplants - Artificial Organ Implant Y Y unknown N
Correction of Congenital Anomalies Y Y Y Y
Insertion of Internal Prosthetic Devices Y Y Y Y
Anesthetics Y Y Y Y
Inpatient Physician/Other Services
Physician Visits Y Y Y Y
Nursing Y Y Y Y
Administration of Blood, Plasma, and other Biologicals Y Y Y Y
Medical Supplies Y Y Y Y
Pre-Admission Testing Y Y Y Y
Hospice Specific Services
Dietary Counseling Y Y y* unknown
Durable Medical Equipment Y Y y* y*
Medical Social Services (Counseling) y y y Y
5 visits
Private Duty Nursing N N y* Y
Oxygen Therapy Y Y y* Y
Respite Care unknown unknown unknown N

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered

38




Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Maternity and Newborn Care)

Service

"Plan A"

"Plan B"

"Plan D"

"Plan E"

Maternity and Newborn Care

PROVIDERS
Inpatient Hospital Providers \% Y Y Y
0B/Gyn Y Y Y Y
Nurse Midwife Y Y Y Y
Lactation Consultant Y \% \% Y
1 home visit with early | 1 home visit with early | 1 home visit with early | 1 home visit with early
discharge discharge discharge discharge
Birthing Center Y unknown Y Y
Home Birth N N N unknown
SERVICES
Prenatal Care
Childbirth Classes unknown unknown unknown unknown
Laboratory/Diagnosis Y Y Y Y
Ultrasound Y Y Y Y
Tocolytic Therapy unknown unknown unknown unkonwn
Postnatal Care
Breastfeeding Education Y Y Y Y
Mental Health Treatment for Postpartum Depression \% Y Y Y
Delivery and Inpatient Services for Maternity
Delivery Y Y Y Y
Nursery Care Y Y Y Y
Termination of Pregnancy(1)
Therapeutic Y Y Y Y
Non-therapeutic in case of rape/incest Y Y Y Y
Non-therapeutic in case of fetal malformation Y \% unknown Y
Elective Y unknown unknown Y
1/year
Note:

1. Section 1303 ("Special Rules") of the Affordable Care Act prohibits any State from defining abortion services as an "essential health
benefit." There is nothing in the ACA that preempts or otherwise has any effect on existing state laws regarding the prohibition of
coverage, funding, or procedural requirements on abortion. Connecticut does not currently impose any requirements and/or prohibitions

on abortion services.

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered
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Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Mental Health and Substance Use Disorder Services)

Service "Plan A" "Plan B" "Plan D" "Plan E"
PROVIDERS

Psychiatry Y Y Y Y
Psychology Y Y Y Y
Clinical Social Worker Y Y Y Y
Professional Counselor Y Y Y Y

Marriage and Family Therapist

y*
Y Y Y marital counseling not
covered
SERVICES
Mental/Behavioral Health Inpatient Services
Pharmacotherapy Y Rx Rider Rx Rider Y
Psychological Testing (for conditions defined by American Psychiatric y y y y
Association)
Electroconvulsive Therapy Y unknown y* \
Mental/Behavioral Health Outpatient Services
Office Visits Y Y Y \
Pharmacotherapy (probably covered under Rx services) rider rider rider rider
Psychological Testing Y
v v v excludes testing for

learning disabilities or
mental retardation

Crisis Intervention/Acute Stabilization Y % Y y*

Electroconvulsive Therapy \ unknown Y* Y*

Substance Abuse Disorder Inpatient Services

Diagnosis and Treatment Y Y Y Y

Detoxification and Counseling Y % Y y*

Substance Abuse Disorder Outpatient Services

Diagnosis and Treatment Y Y Y Y

Detoxification and Counseling Y % Y y*

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered 40



Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Prescription Drugs)

Largest Non-Medicaid
Small Group Plans HMO State Employee Plans

Service

Prescription Drugs
PROVIDERS

Mail Order Service

Retail Service

SERVICES

Generic/Brand Drugs

Rx provided through
rider

Rx provided through
rider

Rx provided through
rider

Rx provided through
rider

Specialty Drugs (involving Special Handling, Admin., Monitoring)

Contraceptive Drugs

Insulin and Needles for Diabetics

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered 41



Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Rehabilitative and Habilitative Services)

Service "Plan A" "Plan B" "Plan D" "Plan E"
Rehabilitative and Habilitative Services
PROVIDERS
Licensed Phyiscal/Occupational/Speech Therapist Y Y Y %
Physician Y Y Y Y
Skilled Nursing Facility Y
Y Y
30d diti t limited
ays/condition upto 30 days/year 90 days/year unlimite:
90 days/year
Inpatient (IP) Rehabilitation Facility %
60 consecutive Y
90 days/year e
days/year unknown i i unlimited
. *combined with SNF
*may be subject to .
L limits
SNF limit
Outpatient (OP) Rehabilitation Facility Y Y Y .
- - - unlimited
30 visits/year 20 visits/year 40 visits/year
Massage Therapist N* N* N* unknown
SERVICES
Rehabilitation Services
Skilled Nursing Services v
Y Y
30d diti t limited
ays/condition upto 30 days/year 90 days/year unlimite
90 days/year
Physical Therapy/Occupational Therapy/Speech Therapy® (PT/OT/ST) Y
Y Y

IP: 60 consecutive

Y
. o IP: unknown SNF/IP: 90 days/year L
d dit lifet IN: unlimited;
ays/con .l |.on (lifetime OP: 20 combined OP: 40 combined Y I. _I
limit); . . OON: 30 visits/year
o visits/year visits/year
OP: 30 visits/year
Chiropractic Services Y
N Y Y IN: unlimited
: unlimite
20 visits/year 20 visits/year 20 visits/year
fy fy fy OON: 30 visits/year
Cognitive Rehabilitation Therapy N* Y N* N*

20 visits/year
(combined with

YES to autism-related YES to autism-related | YES to autism-related

services . services services
PT/OT/ST OP visits)
Cardiac Rehab
Y*
Y Y Y
Phase IV not covered
Massage Therapy N*
unknown unknown only when part of unknown
PT/OT program
Maintenance/Palliative Rehabilitation Therapy Y* Y*
unknown unknown pain management pain management
covered covered
Habilitation Services’
PT/OT/ST unknown unknown unknown unknown
Austism Spectrum Disorder
Behavioral Therapy Y Y Y Y
Outpatient Rehabilitation (PT/OT/ST limits don't apply per mandate) Y % % Y

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered 42



Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Rehabilitative and Habilitative Services)

Service "Plan A" "Plan B" "Plan D" "Plan E"
Durable Medical Equipment, Prosthetics
Oxygen Equipment Y Y Y Y
Wheelchairs, Crutches, Walkers Y Y Y Y*
Home Dialysis Equipment Y Y unknown Y
Hearing Aids v Y v v

children to age 12 only

children to age 12 only

children to age 12 only

children to age 12 only

Glasses/Contacts N N N N
Exercise Equipment for Medically Necessary Condition N N* N N
Artificial Limbs and Eyes Y Y Y Y
Repair/Maintenance of Approved Prosthetics Y
Y Y Y excludes repair/replace
due to misuse/loss
Orthotics N* N N*
medically necessary N . X medically necessary
only if diabetic
only only
Wigs for Hair Loss due to Chemotherapy \% \% Y Y
Wound Care (for Epidermoysis Bullosa) Y Y Y Y
Ostomy Supplies \% Y Y Y
Hypodermic Needles Y Y Y Y
Breast Implants (following mastectomy) \% Y Y Y
Diabetic Equipment and Supplies Y Y Y Y

Notes:

1. Speech Therapy limited to autism, stroke, tumor removal, or injury or congenital anomalies to oropharynx
2. For all plans, "habilitative" not clearly spelled out in existing plan documentation.

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered
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Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Laboratory Services)

Service "Plan A" "Plan B" "Plan D" "Plan E"
PROVIDERS
Laboratory Y Y Y Y
Inpatient Facility Y Y Y Y
Outpatient Facility Y Y Y Y
Physician \ Y Y Y
Radiologists \% Y Y Y
SERVICES
Electrocardiograms (EKGs) Laboratory/Blood Tests v y Y v
1 test/year
Neurological Testing \ Y Y Y*
Pathology Services \% Y Y* Y
Urinalysis unknown unknown Y Y
1 test/year
X-Rays Y Y Y Y
Electroencephalograms (EEGs) Y Y Y Y
Ultrasounds Y Y Y Y
CT scans/MRlIs, PET Scans Y Y Y Y
Bone Density Tests Y Y Y Y
Diagnostic Angiography Y Y Y Y
Genetic Testing - Diagnostic Y Y Y Y
Nuclear Medicine Y Y Y Y
Polysomnography (Sleep Studies) \% Y Y Y
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Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Preventive and Wellness Services and Chronic Disease Management)

Service

Preventive and Wellness Services and Chronic Disease Management

"Plan A"

"Plan B"

"Plan D"

"Plan E"

PROVIDERS
Primary Care Provider Y Y Y Y
0B/Gyn Y Y Y Y
SERVICES
Preventive Care/Screenings for Adults
Adult Physical Exam y
Y Y ages 22-49: 1 visit/1-3 Y
1 visit/year as recommended years 1 visit/year
aged 50-64: 1 visit/year
Routine Eye Exam Y N*
1 exam/2 years; Y i . Y
. " - Diabetics Only: 1
*with ViewVision: 1 exam/2 years 1 exam/year
exam/year
1 exam/year
Routine Gynecological Visit Y
Y Y Y -
1 visit/year
Nutritional Counseling v v Y Y
2 visits/year 3 visits/year
Smoking Cessation Program Y Y Y Y
Health Risk Education/Counseling Y Y unknown unknown
Cancer Screening (Prostate, Breast, Colorectal, Cervical) Y Y Y Y
Mammography (1 baseline for age 35-39; 1 screening/year for 40+) Y Y Y Y
Cholesterol Screening Y Y Y Y
STl Screening
Y/N
1 Chlamydia, Syphilis,
or Gonorrhea
Y Y X unknown
screening/year (females
only); unlimited HIV
testing
Osteoporosis Screening Y Y Y Y
CDC Recommended Immunizations Y Y Y Y
Diabetes Education Y Y Y Y
Metabolic Panel Y
Y Y Y
1 test/year
Genetic Counseling and Screening y
BRCA counseling and
Y Y ) ) Y
genetic screening for
women at risk
Preventative Care/Screenings for Children
Well Child Care Y Y % Y
CDC Recommended Immunizations Y Y Y \
STl Screening Y Y Y unknown
Other Services
Allergy Testing and Treatment Y y Y y
80 visits/3 years $315/2 years
Modified Food Products for Inherited Metabolic Diseases Y Y Y Y
Lyme Disease Treatment Y Y Y Y
Insulin and Needles for Diabetics Y Y Y Y

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered
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Exhibit E. Comparative Analysis of Select EHB Benchmark Plans (Pediatric Services, including Routine Oral and Vision Care)

Service

Pediatric Services (Including Routine Oral and Vision Care)

"Plan A"

"Plan B"

"Plan D"

"Plan E"

PROVIDERS

Pediatrician Y Y Y Y
Other Primary Care Provider Y Y Y Y
SERVICES
Preventative Care/Screenings for Children
Well Child Care' Y Y Y Y
CDC Recommended Immunizations y
Y Y Y include immunizations
for travelling
STl Screening Y Y Y unknown
Dental Check-Up for Children
N N N N
Vision Screening for Children y y y y

1 exam/2 years

frequency not specified

1 exam/year

1 exam/year

Eye Glasses for Children

N

with Blue ViewVision:

lenses: $20 copay

N N N

frame: $120/2 years

OR,

contacts: $105/year
Hearing Screening for Children Y Y Y \
Modified Foods for Inherited Metabolic Diseases Y Y Y Y

Blood Lead and Screening Y

Y Y Y

children up to 6

Notes:

1. Well Child Care visits include: 6 exams from birth to 1; 6 exams 1 through 5 years of age; 1 exam every year calendar year year 6 through 21

Legend: Y = Covered, N = Not Covered, Y* = Probably Covered, N* = Probably Not Covered
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Exhibit F. Milliman Report: State Employees, State of Connecticut

80 Lamberton Road
Windsor, CT 06095
| USA

VIiiilman Tel+1 860 687 2110

Fax+1 860 687 2111

milliman.com

State of Connecticut, State Employees

Purpose

This report contains claims and utilization summaries for selected services for calendar year 2011.

Reliance on Information

In performing the analyses contained in this file, we relied on data and other information provided by the State of Connecticut,
Anthem, and Oxford. We have not audited or verified this data and other information but reviewed it for general
reasonableness. If the underlying data or information is inaccurate or incomplete, the results of our analysis may likewise be
inaccurate or incomplete. We performed a limited review of the data used directly in our analysis for reasonableness and
consistency and have not found material defects in the data. If there are material defects in the data, it is possible that they
would be uncovered by a detailed, systematic review and comparison of the data to search for data values that are
questionable or for relationships that are materially inconsistent. Such a review was beyond the scope of our assignment.

Limitations on Distribution

These exhibits were prepared for the internal use of the State of Connecticut. No portion of the file may be provided to any
other party without Milliman’s prior written permission. Such permission will not be unreasonably withheld. This file must be
distributed in its entirety, both internally or externally.

Any reader must possess a certain level of expertise in areas relevant to this analysis to appreciate the significance of the
assumptions and their impact on the illustrated results. The reader should be advised by professionals competent in these
areas so as to properly interpret the results.

Variability of Results

The results presented herein are estimates based on carefully constructed actuarial models. Differences between our
estimates and actual amounts depend on the extent to which future experience conforms to the assumptions made for this
analysis. It is certain that actual experience will not conform exactly to the assumptions used in this analysis. Actual amounts
will differ from projected amounts to the extent that actual experience deviates from expected experience.

Legal Matters

Milliman does not provide legal advice, and recommends that the State of Connecticut consult with its legal advisors regarding
legal matters.

The terms of the Professional Services Agreement between Milliman and the State of Connecticut effective on October 1, 2010
apply to this report and its use.

Acknowledgement of Qualification

I, William J. Thompson, FSA, MAAA, am a Principal and Consulting Actuary with Milliman, Inc. | am a member of the American
Academy of Actuaries and | meet the Qualification Standards of the American Academy of Actuaries to render the actuarial
opinion contained herein.

Page 1 of 2 Prepared by Milliman, 7/272012



Exhibit F. Milliman Report: State Employees, State of Connecticut

80 Lamberton Road
Windsor, CT 06095
USA

u R
Milliman

milliman.com

State of Connecticut, State Employees

Section 1: Claims and Utilization Rates for Selected Services

Average Paid

Service Category PMPM Utilization/ 1000
Non-Facility Chiropractor $5.16 1,304 Visits
Non-Facility Physical Therapy $7.65 1,106 Visits
Outpatient PT/OT/ST $9.74 383 Visits
Inpatient Skilled Nursing Care $1.06 3 Admits

24  Days
Private Duty Nursing/ Home Health Care $1.81 153  Visits

Claims incurred from January 1, 2011 - December 31, 2011 and paid through March 31, 2012
Only active members are modeled

Section 2: Distribution of Utilization Rates

Number of Members by Number of Visits
Claims Incurred 1/1/11-12/31/11, Paid Through 3/31/12

10000

8000 -
;ﬁ
S 6000 -
k3
2
5 4000 -

0 ’, 'L'l‘: y,-l.:. el MW ‘_L )
1-10 11-20 21-30 31-40 41-50 51-60 61-70 71-80 81-90 91-100 101+
Number of Visits
M Chiropractor M Non-Facility Physical Therapy m Outpatient PT/OT/ST ~ m Home Health Care
Number of Members
Non-Facility

Number Physical Outpatient Home Health
of Visits Chiropractor Therapy PT/OT/ST Care
1-10 5,799 4,594 10,112 607
11-20 2,528 2,459 1,203 149
21-30 1,351 1,671 494 62
31-40 717 1,128 230 34
41-50 459 727 137 23
51-60 202 497 89 4
61-70 147 373 66 5
71-80 64 257 37 9
81-90 40 189 29 1
91-100 29 144 17 3
101+ 37 564 65 23

Only active members are modeled

Page 2 of 2 Prepared by Milliman,‘WZ/ZOlZ



Exhibit G: Comparison of Supplemental Options: Pediatric Dental and Vision Care

Table G1. Pediatric Oral and Dental Coverage included EHB Benchmark Plans

“Plan A” “Plan B” “Plan D” “Plan E”
Dental Care:
Dental Check-Up for Children N N N N
Vision Care:
. . . Y Y Y
Vision Screening for Children 1 exam/2 years Y 1 exam/year 1 exam/year
N*
*Likely considered a
Rider by CCIIO
Eye Glasses for Children lenses: $20 copay N N N
frame: $120/2 years
OR;

contacts: $105/year

Table G2. Example FEDVIP Vision Plan (BCBS Vision Care)

Standard Option High Option

(Coverage and Member Payment)

(Coverage and Member Payment)

Eye exam, includes dilation if
professionally indicated

1 exam/year
In-Network: Nothing

Out-of-Network: All charges

Eyewear:

Member may choose prescription glasses or contacts lenses
Lenses 1 pair/year
Note: Lenses include choice of glass or
plastic lenses, all lens powers (single
vision, bifocal, trifocal, lenticular),
fashion and gradient tinting, oversized
and glass-grey #3 prescription sunglass
lenses.

In-Network: Nothing
Out-of-Network: All charges

Note: Polycarbonate lenses are
covered in full for children, monocular
patients and patients with
prescriptions > +/- 6.00 diopters.
Note: All lenses include scratch
resistant coating with no additional
copayment.

1 exam/year

In-Network: Nothing
Out-of-Network: Expenses in excess of $30

1 pair/year

In-Network: Nothing
Out-of-Network: Expenses in excess of fee
schedule allowance:

$25 single vision

$35 lined bifocal

$45 lined trifocal

$45 lenticular

Frames 1 frame/2 years

In-Network:
Collection Frame: Nothing
Non-Collection Frame: Expenses in
excess of a $130 allowance.
Additionally, a 20% discount applies to
any amount over $130*
Out-of-Network: All charges

1 frame/year

In-Network:
Collection Frame: Nothing
Non-Collection Frame: Expenses in
excess of a $150 allowance.
Additionally, a 20% discount applies to
any amount over $150*
Out-of-Network: Expenses in excess of $30

Optional Lenses and Treatments Covered In-Network Only

Covered In-Network Only

Contact Lenses 1 fitting & set of lenses/year

In-Network:
Expenses in excess of a $130.
Additionally, a 15% discount applies to
any amount over $130. Expenses in
excess of $600 for medically necessary
contact lenses.

Out-of-Network: All charges

1 fitting & set of lenses/year

In-Network:
Expenses in excess of a $150.
Additionally, a 15% discount applies to
any amount over $150. Expenses in
excess of $600 for medically necessary
contact lenses.

Out-of-Network:
Expenses in excess of fee schedule
allowance of: $75 elective contact
lenses; $225 medically necessary
contact lenses.
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Exhibit G: Comparison of Supplemental Options: Pediatric Dental and Vision Care

Table G3. Comparison of Potential EHB Supplemental Coverage Options for Pediatric Oral Care

CHIP (Husky B) Dental Benefits

FEDVIP Dental Benefits
e.g. Aetna Dental

Preventive and Diagnostic Services

Dental preventive and diagnostic
services include:
* Exams, 1 every 6 months
 X-rays: Bitewings, 1 time/year; other X-
rays, as needed
e Sealants: on premolar and molar teeth
e Fluoride Treatments
- Including, topical therapeutic fluoride
varnish application for clients with
moderate to high risk of dental decay
e Access for Baby Care Early Dental
Examination and Fluoride Varnish where
an oral health screen, oral health
education and fluoride varnish are applied
to children’s teeth during well child
examinations up to 4 years of age

Dental preventive and diagnostic
services include:
* Exams, two per year
 X-rays: Bitewings, 1 time/year (but
vertical bitewings, 1 set/3 years);
other X-rays, as needed e prophylaxis,
2 times/year
o fluoride treatments:
- 2 treatment/year
- topical therapeutic fluoride varnish
application for clients with
moderate to high risk of dental
decay
¢ sealants: on permanent morals under
age 19; one sealant/tooth/3 years
® space maintainers, fixed or
removable, under age 19

Dental Orthodontia (under age of 19)

Vv
max. $725 allowance

Vv
max. $1,500 allowance

Replacement Retainer

limited to one time per lifetime

not covered

Amalgam and Composite Restorations

(Fillings) v v
Fixed Prosthodontics: Crowns, Inlays and v v
Onlays
Re-cement Bridges, Crowns Inlays & v v
Space Maintainers limited to once per 6 months/tooth
Removable Prosthodontics: Full or Partial
Dentures v v
Repair, Relining and Rebasing Dentures \
v not covered in first 6 months; limited to
once/3 years
Intermediate Endodontic Services v
(e.g. pulp cap; partial pulpotomy for v
apexogenesis; pulpal therapy)
Major Endodontic Services: Root Canal
Treatment, Retreatment of root canal v v
therapy; apicoectomy; apexification
Oral Surgery: Surgical Extraction, v v
including impacted teeth
Non-surgical Extraction v v
Periodontal Surgery and Services \
v periodontal scaling limited to once per
quandrant/2 years; maintenance limited
to twice/year
Space Maintainers v v
General Anesthesia and Sedation v v
Miscellaneous Adjunctive Procedures v
v no insured if covered by other medical
insurance
Miscellaneous Services v
unsure fabrication of occlusal guard and athletic

mouthguard; internal bleaching
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